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the terminal illness and related condi-
tions.

(a) Standard: Initial assessment. The
hospice registered nurse must complete
an initial assessment within 48 hours
after the election of hospice care in ac-
cordance with §418.24 is complete (un-
less the physician, patient, or rep-
resentative requests that the initial as-
sessment be completed in less than 48
hours.)

(b) Standard: Timeframe for completion
of the comprehensive assessment. The
hospice interdisciplinary group, in con-
sultation with the individual’s attend-
ing physician (if any), must complete
the comprehensive assessment no later
than 5 calendar days after the election
of hospice care in accordance with
§418.24.

(c) Standard: Content of the com-
prehensive assessment. The comprehen-
sive assessment must identify the
physical, psychosocial, emotional, and
spiritual needs related to the terminal
illness that must be addressed in order
to promote the hospice patient’s well-
being, comfort, and dignity throughout
the dying process. The comprehensive
assessment must take into consider-
ation the following factors:

(1) The nature and condition causing
admission (including the presence or
lack of objective data and subjective
complaints).

(2) Complications and risk factors
that affect care planning.

(3) Functional status, including the
patient’s ability to understand and par-
ticipate in his or her own care.

(4) Imminence of death.

(b) Severity of symptoms.

(6) Drug profile. A review of all of the
patient’s prescription and over-the-
counter drugs, herbal remedies and
other alternative treatments that
could affect drug therapy. This in-
cludes, but is not limited to, identifica-
tion of the following:

(i) Effectiveness of drug therapy.

(ii) Drug side effects.

(iii) Actual or potential drug inter-
actions.

(iv) Duplicate drug therapy.

(v) Drug therapy currently associated
with laboratory monitoring.

(7T) Bereavement. An initial bereave-
ment assessment of the needs of the pa-
tient’s family and other individuals fo-
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cusing on the social, spiritual, and cul-
tural factors that may impact their
ability to cope with the patient’s
death. Information gathered from the
initial bereavement assessment must
be incorporated into the plan of care
and considered in the bereavement plan
of care.

(8) The need for referrals and further
evaluation by appropriate health pro-
fessionals.

(d) Standard: Update of the comprehen-
sive assessment. The update of the com-
prehensive assessment must be accom-
plished by the hospice interdisciplinary
group (in collaboration with the indi-
vidual’s attending physician, if any)
and must consider changes that have
taken place since the initial assess-
ment. It must include information on
the patient’s progress toward desired
outcomes, as well as a reassessment of
the patient’s response to care. The as-
sessment update must be accomplished
as frequently as the condition of the
patient requires, but no less frequently
than every 15 days.

(e) Standard: Patient outcome meas-
ures. (1) The comprehensive assessment
must include data elements that allow
for measurement of outcomes. The hos-
pice must measure and document data
in the same way for all patients. The
data elements must take into consider-
ation aspects of care related to hospice
and palliation.

(2) The data elements must be an in-
tegral part of the comprehensive as-
sessment and must be documented in a
systematic and retrievable way for
each patient. The data elements for
each patient must be used in individual
patient care planning and in the co-
ordination of services, and must be
used in the aggregate for the hospice’s
quality assessment and performance
improvement program.

§418.56 Condition of participation:
Interdisciplinary group, care plan-
ning, and coordination of services.

The hospice must designate an inter-
disciplinary group or groups as speci-
fied in paragraph (a) of this section
which, in consultation with the pa-
tient’s attending physician, must pre-
pare a written plan of care for each pa-
tient. The plan of care must specify the
hospice care and services necessary to
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meet the patient and family-specific
needs identified in the comprehensive
assessment as such needs relate to the
terminal illness and related conditions.

(a) Standard: Approach to service deliv-
ery. (1) The hospice must designate an
interdisciplinary group or groups com-
posed of individuals who work together
to meet the physical, medical, psycho-
social, emotional, and spiritual needs
of the hospice patients and families
facing terminal illness and bereave-
ment. Interdisciplinary group members
must provide the care and services of-
fered by the hospice, and the group, in
its entirety, must supervise the care
and services. The hospice must des-
ignate a registered nurse that is a
member of the interdisciplinary group
to provide coordination of care and to
ensure continuous assessment of each
patient’s and family’s needs and imple-
mentation of the interdisciplinary plan
of care. The interdisciplinary group
must include, but is not limited to, in-
dividuals who are qualified and com-
petent to practice in the following pro-
fessional roles:

(i) A doctor of medicine or osteop-
athy (who is an employee or under con-
tract with the hospice).

(ii) A registered nurse.

(iii) A social worker.

(iv) A pastoral or other counselor.

(2) If the hospice has more than one
interdisciplinary group, it must iden-
tify a specifically designated inter-
disciplinary group to establish policies
governing the day-to-day provision of
hospice care and services.

(b) Standard: Plan of care. All hospice
care and services furnished to patients
and their families must follow an indi-
vidualized written plan of care estab-
lished by the hospice interdisciplinary
group in collaboration with the attend-
ing physician (if any), the patient or
representative, and the primary care-
giver in accordance with the patient’s
needs if any of them so desire. The hos-
pice must ensure that each patient and
the primary care giver(s) receive edu-
cation and training provided by the
hospice as appropriate to their respon-
sibilities for the care and services iden-
tified in the plan of care.

(c) Standard: Content of the plan of
care. The hospice must develop an indi-
vidualized written plan of care for each
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patient. The plan of care must reflect
patient and family goals and interven-
tions based on the problems identified
in the initial, comprehensive, and up-
dated comprehensive assessments. The
plan of care must include all services
necessary for the palliation and man-
agement of the terminal illness and re-
lated conditions, including the fol-
lowing:

(1) Interventions to manage pain and
symptoms.

(2) A detailed statement of the scope
and frequency of services necessary to
meet the specific patient and family
needs.

(3) Measurable outcomes anticipated
from implementing and coordinating
the plan of care.

(4) Drugs and treatment necessary to
meet the needs of the patient.

(5) Medical supplies and appliances
necessary to meet the needs of the pa-
tient.

(6) The interdisciplinary group’s doc-
umentation of the patient’s or rep-
resentative’s level of understanding,
involvement, and agreement with the
plan of care, in accordance with the
hospice’s own policies, in the clinical
record.

(d) Standard: Review of the plan of
care. The hospice interdisciplinary
group (in collaboration with the indi-
vidual’s attending physician, if any)
must review, revise and document the
individualized plan as frequently as the
patient’s condition requires, but no
less frequently than every 15 calendar
days. A revised plan of care must in-
clude information from the patient’s
updated comprehensive assessment and
must note the patient’s progress to-
ward outcomes and goals specified in
the plan of care.

(e) Standard: Coordination of services.
The hospice must develop and maintain
a system of communication and inte-
gration, in accordance with the hos-
pice’s own policies and procedures, to—

(1) Ensure that the interdisciplinary
group maintains responsibility for di-
recting, coordinating, and supervising
the care and services provided.

(2) Ensure that the care and services
are provided in accordance with the
plan of care.
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(3) Ensure that the care and services
provided are based on all assessments
of the patient and family needs.

(4) Provide for and ensure the ongo-
ing sharing of information between all
disciplines providing care and services
in all settings, whether the care and
services are provided directly or under
arrangement.

(5) Provide for an ongoing sharing of
information with other non-hospice
healthcare providers furnishing serv-
ices unrelated to the terminal illness
and related conditions.

§418.58 Condition of participation:
Quality assessment and perform-
ance improvement.

The hospice must develop, imple-
ment, and maintain an effective, ongo-
ing, hospice-wide data-driven quality
assessment and performance improve-
ment program. The hospice’s governing
body must ensure that the program:
Reflects the complexity of its organiza-
tion and services; involves all hospice
services (including those services fur-
nished under contract or arrangement);
focuses on indicators related to im-
proved palliative outcomes; and takes
actions to demonstrate improvement
in hospice performance. The hospice
must maintain documentary evidence
of its quality assessment and perform-
ance improvement program and be able
to demonstrate its operation to CMS.

(a) Standard: Program scope. (1) The
program must at least be capable of
showing measurable improvement in
indicators related to improved pallia-
tive outcomes and hospice services.

(2) The hospice must measure, ana-
lyze, and track quality indicators, in-
cluding adverse patient events, and
other aspects of performance that en-
able the hospice to assess processes of
care, hospice services, and operations.

(b) Standard: Program data. (1) The
program must use quality indicator
data, including patient care, and other
relevant data, in the design of its pro-
gram.

(2) The hospice must use the data col-
lected to do the following:

(i) Monitor the effectiveness and
safety of services and quality of care.

(ii) Identify opportunities and prior-
ities for improvement.

§418.58

(3) The frequency and detail of the
data collection must be approved by
the hospice’s governing body.

(c) Standard: Program activities. (1)
The hospice’s performance improve-
ment activities must:

(i) Focus on high risk, high volume,
or problem-prone areas.

(ii) Consider incidence,
and severity of problems
areas.

(iii) Affect palliative outcomes, pa-
tient safety, and quality of care.

(2) Performance improvement activi-
ties must track adverse patient events,
analyze their causes, and implement
preventive actions and mechanisms
that include feedback and Ilearning
throughout the hospice.

(3) The hospice must take actions
aimed at performance improvement
and, after implementing those actions,
the hospice must measure its success
and track performance to ensure that
improvements are sustained.

(d) Standard: Performance improvement
projects. Beginning February 2, 2009
hospices must develop, implement, and
evaluate performance improvement
projects.

(1) The number and scope of distinct
performance improvement projects
conducted annually, based on the needs
of the hospice’s population and inter-
nal organizational needs, must reflect
the scope, complexity, and past per-
formance of the hospice’s services and
operations.

(2) The hospice must document what
performance improvement projects are
being conducted, the reasons for con-
ducting these projects, and the measur-
able progress achieved on these
projects.

(e) Standard: Executive responsibilities.
The hospice’s governing body is respon-
sible for ensuring the following:

(1) That an ongoing program for qual-
ity improvement and patient safety is
defined, implemented, and maintained,
and is evaluated annually.

(2) That the hospice-wide quality as-
sessment and performance improve-
ment efforts address priorities for im-
proved quality of care and patient safe-
ty, and that all improvement actions
are evaluated for effectiveness.

(3) That one or more individual(s)
who are responsible for operating the

prevalence,
in those
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